by unusual organisms. Campylobacter rarely causes peritonitis in CAPD. As far as we know, 4 cases of peritonitis caused by C. jejuni and only 2 cases caused by C. fetus subsp. fetus have been reported [2] [3] [4] [5] [6] [7] . Campylobacter, a common pathogen in the genital and intestinal tracts of sheep and cattle, was first isolated in humans in 1947 [8] . Campylobacter was identified in 1973 as two, and, more recently, three separate species and subspecies {C fetus subsp. fetus, C. jejuni, and C. colt) [9] associated with two distinct clinical syndromes. First, Cjejunianà C coli have been recognized as common intestinal pathogens in previously healthy persons [10] . Second, C fetus subsp. fetus is an infrequent cause of human infection, which usually produces a systemic illness (i.e., meningitis, bacteremia), and is most often isolated from blood cultures [11] . The mode of acquisition of C. fetus infection is not known in most cases. In our case, the patient had a habit of ©1993 S.KargerAG, Basel 0028-2766/93/ 0653-0487S2.75/0 ingesting raw liver. Therefore, it is likely that the bacteria migrated to the abdominal cavity through the inflamed intestinal wall. C. fetus subsp. fetus infection occurs predominantly in patients with debilitating or immunosup-pressive disease [12] . The end-stage renal disease of this patient was likely an underlying condition of the infection. Erythromycin has been frequently used in reported cases [13] . In our case, cefmetazole sodium and norflox-acin to which bacteria are susceptible in vitro were used, because failure has been reported in an erythromycin-treated case [13] . Although relapse has been reported in some cases [5, 13] , our patient has been well for 2 months since the cessation of antibiotic therapy. In summary, nephrologists should be aware of the potential for pathogenicity of C. fetus subsp. fetus in CAPD patients, and of its prompt diagnosis and appropriate therapy.
